OHIO DEPARTMENT OF HEALTH (ODH) 
CHOOSE LIFE FUND 
DISTRIBUTION APPLICATION 



Interested Organizations: This application is due by June 1, 2016. Use this form to apply for 
SFY17 (July 1, 2016 to June 30, 2017) Choose Life Funds available for your county and for 
funds that may be available for contiguous counties. It is important that you completely fill in the 
requested information and include all other required documentation. An application will only be 
considered when all required documents and information has been provided by the deadline. 


L- ODH a nd Organizat ion In formation . 


: Organization 

li^leman iprqf^ 

Federal Tax ID Number i 


Street Address 

5982 modes Rd j 7 

_ City, State Zip code 

keraL ©H 442W 

County of Location Providing Services 
(One Applicati<m Per Location} 

iiPoTt^e County 1 

Address where ODH should Direct 
Payment 

iPt^nari^ 

Kent. #144241}, 

Counties of Service 

This location serves women from the following 
counties: 


Name of Person and Title completing application | 

intsirn | 

Area Code/Phone Number 


Email 

fprbg7Tarx:y@b6lemanseFvices:org 


II. By submitting this Application to ODH, Organization agrees to adhere to the 
statutory requirements for activities and use of funds as outlined in Ohio Revised Code 
(RC) 3701.65 and rules under Ohio Administrative Code (OAC) 3701-74-01, and I certify 
that the Organization: 

A. Is eligible to receive Choose Life Funds as described in RC 3701.65 and OAC 3701-74- 
01 ; 

B. is a private, nonprofit organization; 

C. Is committed to counseling pregnant women about the option of adoption: 

D. Provides services within the state of Ohio to pregnant woman who are planning to place 
their children for adoption, including counseling and meeting the material needs of the 
women; 

E. Does not charge pregnant women for any services received; 

F. is not involved or associated with any abortion activities, including counseling for or 
referrals to abortion clinics, providing medical abortion-related procedures, or pro- 
abortion advertising; 

G. Does not discriminate in its provision of any service on the basis of race, religion, color, 
marital status, national origin, handicap, gender or age. 
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ill. Funding available in contiguous and noncontiguous counties: Organizations may apply 
for Choose Life funds that may be avaiiable in contiguous and noncontiguous counties. The 
Organization must certify, by signing the appiication, that it provides services to pregnant 
women residing in those counties that are listed in Section I of this application. Organization 
is eligible to receive Choose Life funds from the counties listed in Section I of this application 
if there are no eligible organization located within those counties. 

IV. For Current Choose Life Organizations: By June 1, 2016, you must submit the following 
with this Application; 

A. One (1) of the following three (3) forms of reporting for the previous year (June 1, 2015 
to May 31, 2016) (“Acceptable Form of Reporting"), which will be incorporated into the 
terms of this Appiication; 

1. An Audited Financial Statement . This audited financial statement is required if 
Organization traditionally has an audited financial statement that is available at the 
time of application. The audited financial statement must be prepared by an 
independent Certified Public Accountant (CPA). TTie CPA should be familiar with 
acceptable standards. Statements must verify that the Choose Life funds were used 
as follows; 

a) Not more than sixty perceirt (60%) of the funds were used for the mat&'ial needs 
of pregnant women who are planning to place their children for adoption or for 
the infants awaiting placement with adoptive parents, including clothing, hou^ng, 
medical care, food, utilities, and transportation; 

b) Not more than forty percent (40%) of the funds were used for counseling, 
training, or adverti^ng; 

c) None of the hinds were used for administrative expenses, legal expenses, or 
capital expenditures; or 

2. N otarized Financial Statement Fonn . This form of reporting may be used if the 
organization does not traditionally have an audited financial statement and to have 
one would create a hardship. The statement must verify that the Choose Life Funds 
were used as follows; 

a) Not more than ^xty percent (60%) of the funds were used for the msAerial needs 
of pregnant women who are planning to place their children for adoption or for 
tile infants awaiting placement with adoptive parents, including clothing, hou^ng, 
medical care, food, utilities, and transportation; 

b) Not more than forty percent (40%) of the funds were used for counseling, 
training, or adverti&ng; 

c) None of the funds were used kv administrative expenses, legal expenses, or 
capital expenditures; or, 

3. Expenditure Tracking Form . This form of reporting may be used if Organization does 
not traditionally have an audited financial statement and a financial statement is not 
avaiiable at the time of application. This form may be found on the ODH website or 
available upon request; and, 
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4. A new Supp//er Information Form , (if Organization has moved). 

In addition to returning the form with this application, the Organization will also be 
required to fax, email, or mail the form directly to Ohio Shared Services as directed 
at the bottom of the form. 

All applicable forms can be found at: 

h ttp://oh i osharedservices.ohio.QOv/SupplierOperations/Forms.asDX 

Assistance in completing the form(s) can be obtained directly from Ohio Shared Services by 
calling: 1(877) 0HI0-SS1, (1-877-644-6771). or 1 (614) 338-4781. 

V. For New Choose Life Organization Applicants: By June 1,2016 submit the following: 

• One (1) original, signed W-9 form per Organization. If your Organization has 
multiple locations, please choose the location where you would prefer a check to 
be mailed. 

In addition to returning the form with this application, the Organization will also be 
required to fax, email, or mail the form directly to Ohio Shared Services as 
directed at the bottom of the form; and 

• Completed Supplier Information Form 

In addition to returning the form with this application, the Organization will also be 
required to fax, email, or mail the form directly to Ohio Shared Services as 
directed at the bottom of the form; and 

• Completed Authorization Agreement for Direct Pepos/f of EFT Payments form 
{ophonaf). 

If the Organization elects EFT payments over paper check payments, then in 
addition to returning the form with this application, the Organization will also be 
required to fax, email, or mail the form directly to Ohio Shared Services as 
directed at the bottom of the form. 

All applicable forms can be found at: 

http://ohiosharedservices.ohio.QOv/SuDplierOpe r ations/Forms.aspx 

Assistance in completing the form(s) can be obtained directly from Ohio Shared Services by 
calling: 1(877) 0HI0-SS1, (1-877-644-6771), or1 (614)338-4781. 

VI. By June 1, 2017, all Organizations shall submit to ODH one of the three forms of reporting 
from Section III, above, verifying compliance with the rules regarding the use of funds 
received during the year (June 1, 2016-May 30, 2017). 
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By my signature, I certify that I have the authority to act on behalf of the above-named 
Organization and that the information provided in this Appiication is true and accurate to my 
knowledge and belief. Further, by my signature, I acknowledge that I understand and 
Organization agrees that in accepting Choose Life Funds, Organization must comply with the 
terms and conditions of RC 3701.65 as set forth in this Application for the state fiscal year of 
2017 or risk the forfeiture of and be obliged to return said Choose Life Funds in the event 
Organization does not conduct itseff in the manner prescribed above. 


1 (^ 

Signature of Person Completing Application 


Application to be submitted to; 

Ohio Department of Health 
Bureau of Maternal and Child Health 
246 North High Street, 6** floor 
Columbus, OH 43215 
Attention; Marius Igwe 

Phone; 614.466.4634 

Email: Marius. lQwe@odh.ohio.Qov 
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Request for Taxpayer 
Identification Number and Certification 

Inwmtf Hawnue Baririqi 

- 1 ^'l*n)*^>hownon]nu'1nciirMlMraliiiTl).NnmhnqulraiiDn'llil«hiM;doiiDllMMtt)li1n>blai4b 

Coteman Profasslo nal Services, Inc. 

^ “S eui^nwiiaUiwag«idKlariMynHm,lfcffliww«ta^ “-- 

I -^ ____ 

_ * Owl«Wop«l«t*b«cfarW«etaxota»i«wlton:cl»ekon|yontoftlitfaltawli^iw»iib«wM: 

S| □cCoipcxiMon □sCDipoMkin □ PartMnhIp □' 

§•£ D^'n)MHiUltycenvev<EnlHth«tudiiin«1on(C-Ciiwpwillon,S-SiinpomtlDn,P«MrtnaiiMri»' 


Ghre Formtottw 
raqueatar. Do net 
sand to ttw IRS. 


Q TniaUntato 




4 ExRiqillm (codes apply only Id 
certata enUtiia, not MirauBli; no 
kistmctfoneonpeoe^; 

I Emnptpeyeeoodiffany)_ 


£ o _B Oth« -( welnelfuctton ia ► 5 D 1 (c)( 3 ) 

£ 0 Addien fnunfoar.atMt andeptoriiJtora^ --- ‘ 

I 6982 Rhodes Road 

g « Chy.sMit^ZIP code - - - -— 

* Kent OMo 44240 _ | 

7 IJMaoaawrtnunibar{i}hen(o^^ -- - 

ktfnii Taxpayer IdanWIoation Number rriN} ~ 

^ yo ur TjN |n the vpreprtato box. The TIN preiMM (mat maieh the name ghwt on line 1 to avoid 

^ SiPUS?*' ^•*“ ■"“"y n«mb«^N). Hamwvar, far a 
“•* Witalw, orderaaardad entity, eee the Pert I Inetniellone on page S. For other 
w5qn (*^7**^ omployar MenlffioBtlon number ^IN). If you do not have a number, nee Haw to pet a 


the line above far report^ 

I oodtj^ar^ 

Requmei'a name ^ address (opiUoni^ 






Employer Idantifieallon number 


LfliU CertMeatlon 


Underpenattlaeorperiuiy.lcettHythat -- 

1. The number ehovm on thie form le my conect taxpayer identmoaUon number (or I am waiting for a number to be laauad to me): end 

W I em exam^from backup wlthholdliig, or (m have not bean notified by tha bilamal Ravanue 
StoSiSjS to^l^SS^^MdllS! ^ to report a« mtareat or dhrtdande, or (o) the IRS to notHIad me that I am 

a. I am a U.8. oltlzan or other U.6. peraon {defined batow); and 

4. Tha FATCA oodaM entatad on thia farm (|f any) IndicaUng that I am exempt from FATCSA laportine la ootraet. 

SSSSSTlSS^ S^. *V «» ms that you are ourrently eubject to tokup withholding 

bitaim ■ S ^.imuT T l “’d dhrktende on your tex return. For reel eetate traneecUons, Ham 2 doee not appN. For mortgage 

^ property, oancBlIatian of debt, oontrbutianB to an bidMdual raUrament arangamant^W and 

S®*' aignaairear ^ ~~ 

— I UJ.pwewi» ^ ^_iii.>. 


Qenerai Instructions 

SeoHon tetoenoei ere to the kiMttad Ravanue Cede unto othwwto noted. 

Fu ture deiiilepfnenw . lifannMfcxi about devakipniaiita altaeto Rxm W-e |»ijeh 
II lagUaUmanaotadatiirwa raliM IQ b it uwwitaLgowAWa, 

Puiposa of Form 

nto to to IR8 muat o btain your conaotiexpeyerldBntlloatennutitbwfnwi 
wWBhmgftoyowipeiaiiaeiiiltyniaiibarB3NI. hdMdud twpaywIdMillllealiM 

2II13&'*225S^£ilS‘P^ 

nanwioattan nuntar (PbQ, fa report on an Infarmation fiturn the amouni paid Id 

ExamplM of Intarnitflon 

Teum faclucfoa but are not lirnnsd fa. 

* Form lOOB-thn* Intoraat awnad orpoh^ 

• Foffn 10B9-DIV ^Mdanda, Incfadbig Ihoia from afaola or mutual famfa) 

•FiDtm10gB-MI8C(vailoi«typaaDffa awaida, or graia pnioaad^ 

*^*“* “* othar b^ 

DIOMf^ ' 

* Form 1009S (praoaada fnm teal ealafa tnnaaclfan^ 

• Fofm 1000-K(mBraham oanf and INtd party natworktnnsactlon^ 


•^1098 (homa mortgive IntaraiQ, 1086-E (atixfont loan IntareH}. lOee-T 
punoh) 

• Fonn loose (osnoelBd dabQ 

• Form lOBOnA j^ulaltlon or abandonment of aaoind property 

UasFbrm W-9 ixily ff you an a U.B. peraon (Miidfap a mddant al^^ 
prevUa your ooneot TIN. 

yjwu dBi»tfetonftwnl»Jteeio/Boiiaawritoa7W.torriWitoaiitto 
to baito «4»toflrg. to Ifto a bioto wflMiotor? «i page & 
Byalofdngthaflllad-autfarm. you: 

MfarlliythatlhaTIN SfauafegMnolaooneotfaryouamwraHinofarinurrtber 

•D M 0 HBUtO^i 

2. Car% that sfou are not lubilaet to baolojp wHhhoMIng. w 

3. CUm axampflonlfam backup withholdngif youarea UaS. exempt payee. If 

**> cartHylng thrt aa a UJS. peraon, yDurdfacabla atm of 
anypartriBrihfa Irwoma ton a U A tmdaorbudnaaalanatatJlbfaBttoths 
withholding tax on tofillqn partnari'Ilian of slfoolMy oonnactod IricDma, and 
4^Cart^^ PA^ ooda(i4 antand cm to farm (ff an)} MIcalto Ito you 
ennipt f^ to FATCA report^. l« cotnoL to Vto b FATQ4 npwttis? on 
papa 2 farfurtor Infarmallon. 


Get, No. losaix 


Form W-9(Rav. 12-2014 






SUPPLIER INFORMATION FORM 


Raquimf sectlom must be completed or the form will not be processed. Jn 
must be legible. Ensure this Is the Istest version of the form i 






All information 




Bnew/ 


Q CHANGE OF CONTACT PERSON/INFORMATON 


D ADDITIONAL ADDRESS 


Q CHANGE OF ADDRESS - fPLEASE 




ADDRESS TO BE REPLACED! 


□ CHANGE OF TIN I 


□ CHANGE OF NAME J 


Q CHANGE OF PAY TERMS Q CHANGE OF PO DISPATCH METHOD Q OTHER_ 


LEGAL BUSINESS OR INDIVIDUAL NAME: {MUST MATCH w-s OR W-8ECI FORM) Coleman Professional Services 

BUSINESS NAME, TRADE NAME. DOING BUSINESS AS; {IF DIFFERENT THAN ABOVE) Coleman Pregnancy Center 
FEDERAL EMPLOYER ID (EIN) OR SOCIAL SECURITY NUMBER (SSN)~: 


ADDRESS; 


5982 Rhodes Rd 


ADDRESS (CONT.): 


COUNTY: 


Portage 


STATE: 


ZIP CODE: 


44240 


CONTACT NAME; 


Ru Conaway 


PHONE; (330) 676-6842 


FAX: (330) 678-3677 


ADDRESS: 


E-MAIL; prBgnancy@colemanservic88.org 


COUNTY: 


ADDRESS (CONT.): 


I STATE: 


ZIP CODE: 


OBM-5657 


Rev. 09/08/2015 
















NAME; Ru Conaway 


E-MAIL; pregnancy@colemanservjc8s.org 

TO ADD AN MJDITITION^ OR TO REPLACE THE CURRENT STRATEGIC SOURCING (SS) CONTACT 
O ADDltltiNAL 


STRATEGIC SOURCING CONTACT 


^ CONTACT QWILL BE MARKED INACTIVE) 


NAME: 


PRINT NAME 


SIGNATURE: 


NDWRITTEN E RE^ 






AGENCY CONTACT NAME/E-MAIL/PHONE; 


Ru Conaway / pregnancy@colemansen/io«prg / (330) 678-6842 


COMMENTS 


OBM-5657 


Rev. 09/08/2015 






















































INVOICE 


Invoice »: 

0104 

Invoice Date: 

09/13/2016 

Purchase Order#: 

DOHOl-0000045582 

OAKS Vendor #: 

0000053123 


Bill To: Ohio Department of Health 

Remit To: Coleman Professional Services, Inc. 

Bureau of Maternal, Child and Family Health 

5982 Rhodes Rd 

P.O. Box 118 

Kent, Ohio 44240 

Columbus, Ohio 43216 



Quantity 

Description 

T 

Unit Cost 

1 

1 

Amount 

1 

f 

1 

Provision of Choose Life services for women who are 
considering adoption. 

1 

nr 

1 

$ 973.33 

1 

1 


Program Approval: 


M. 


Approve I Date: . ^ ^ l Lc 




Purchase Order 


Dept of Health 

SuppitoR 

0000053123 

®®™“® 

KENT OH 44240 


PiymMt Pfovtoion: 'Ift* puichn* ordtr numlMr wuhoitehig tht Mlwiy 
of piodueii oroorvleM aufil bo fncludod on tho tnvolOo. ^ 


rpuKhoMOnlor 

DOlHOl-0000045582 _ 


^"t” ***"* ■ 9 HI* . 


Ppynwm'lSfRio 

Wat 30 


Dolo Rovtolon 

=-OSZ3£L^aoi6 __ i! 

FnlgMIbmw ' SMpVIo: 

.IQiL..P^«tl.gltion^ Prepaid^_jj/A 


I KEMWOM A HOGHES 


Currai 

USD 


ShIpTb; Dflpt of Hearth 
P003574 

KENNONAHUOHE8 
P O. Box 116 
{614)466-3643 
Columbus OH 43216-0118 
United States 


; SLuffimi/ 7 yoii 

1 - 1 1 amt 


BUlTb: Oept of Health 

P.O- Box 118 
(614)466^3 
ColiimbiJS OH 43216-0118 
United States 


-SnB.Pifee !_E^ndM Amt ' ‘ DiiePeto 


Choose Life Prograni 


973,33 


973.33 


ODH Contact; Marius Igwe 614-466-4634 ContrecI# 6030 


Schedule Total 
lieffl Total 


273,33 
2^3.33 


Total PO Amount 


113.: 3?! 


Mahagernent aililles thm there Is a balance 

to W oxtotInB oblgations 

In on ainounl at leait equal to the portion of the contract, agteement. obtioallon 
resolution or order to be performed in the current Itecal year. 

By acceptin g this purcfiaaa outer. Vtondor hetaby oerWea that It Is In bit 
compllanca with ORC Section 3617.13 as It relates to camps^n finance contrlbutian 


Oepaitmprit'Hud 


RIdisid Hodget, MPA 
Dlreder of Health 





OHIO DEPARTMENT OF HEALTH 



2<16 North High Street 
Coliinibus, Ohio 432T5 

joint R. Kasich/Covrariiar 


614/466-3543 
w ww.odh .oh io.gov 

Richard Hodges/Oirector of Health 


Oesra Diehl 

Coleman Professional Services-Coleman Pregnancy Center 
5982 Rhodes Road 
Kent. OH 44240 

Tax 

Dear Ms. Diehl: 

™ the ChooM Life Program and for your application for the Choose Life fending. ApplicBtion(s) was 
approved for the following GOunty(s) in fee amoiint(s) of: »■ rr \ / 

■ Portage $ 520.00 

• Stark $45333 

Application(8) was not approved for the following county{s) for the following leBson(s): 

• Summit Other applicant organization located in county 


Enclosed is a copy of fee contract as was submitted. You should receive an award totaling $973.33 within fee next 30 days, 
tphooe eTlLdfeMM?'™*’ ** consultant, Marius Igwe at Marius.lgwe@odh.ohio.gov or 



Director of Health 


HEA 6413 (Rev. a/14) 


An Equal Opportunity Employor/Provider 



